Until recently, there was little information on the health ofprisoners, even in the most developed countries.' The great majority of prisoners are male and under the age of 40 years. Many have psychological problems and because of unhealthy lifestyles prior to entering prison (excessive smoking, alcohol, drug abuse), many are unhealthy despite their young age. The use of healthcare facilities prior to imprisonment has often been limited. This review examines the healthcare needs of prisoners and focuses on diabetes care with recommendations on diabetes management in prison.
The prison population: demographic data
The average daily prison population in England and Wales in the year 1993/4 was 45 1142 (see box 1).2 There were 77 888 first receptions into prisons and when transfers between prisons and special category prisoners are included, there is an estimated annual through-put of 110000. Sentences are often reduced by one-third or more because of remission or parole. It is likely that the total prison population will increase to 51 000 by the year 2001.3
The Health Care Service for prisoners
The Health Care Service for prisoners is an integral part of the Prison Service. 2 4 It aims to provide healthcare for prisoners equivalent to that of the National Health Service (NHS) for the community at large. It also has an obligation to safeguard human rights and to promote and maintain healthcare, irrespective of the offences or the punishments of individual prisoners. An Prison medical officers provide a general practitioner service for prisoners. They work under considerable pressure having to assess the new 'intake' of prisoners and the large numbers 'reporting sick' each day. Many prisoners may have no significant problems but some may have serious physical or psychiatric disorders. There is generally no specialist knowledge of diabetes amongst prison medical officers who usually manage diabetic prisoners themselves and only refer for further advice if and when they deem it necessary. In large prisons there is usually a 'visiting physician' from the local NHS hospital who comes intermittently to see any medical problems referred. This is not generally available in small penal establishments and, of course, a visiting physician may not necessarily be a diabetes specialist. An alternative mode of referral is to send the patient to a local NHS diabetic clinic, but this is difficult and time-consuming, requiring transport and accompanying prison guards. These visits, when arranged, may be cancelled at short notice because of difficulty in supplying escorts. In addition NHS hospital diabetic clinic staffmay not be fully aware of the realities of prison life. In the light of these difficulties and in view of the previously reported problems, the local hospital diabetologist began a fortnightly small diabetic clinic in Walton Prison, Liverpool. During a two-year period, 42 male diabetic prisoners, of whom 23 had insulin-dependent diabetes, were assessed. The diabetic metabolic control of these prisoners was significantly improved after several months in prison and during this time there were no troublesome acute hypo-or hyperglycaemic problems. ' With regard to dietary content, the availability of sugar-free alternatives can be a major problem with porridge and puddings coming already sweetened. Some prisons provide 'diabetic products' (eg, jams, marmalades) and often 'extra rations' (eg, double meat portions, a pint of full cream milk daily). These are dietetically unsound and are economically wasteful. Most insulin-treated prisoners are provided with some form of easily absorbed carbohydrate for self-treatment of hypoglycaemic attacks, particularly important during prolonged periods of 'lock-up'. This practice should be extended to those taking sulphonylurea drugs. A summary of recommendations for diet and avoidance of hypoglycaemia is given in box 7.
ORGANISED EDUCATION OF STAFF AND DIABETIC PRISONERS
Education in diabetes care is widely accepted to be of major importance in achieving self-reliance, optimal glycaemic control and improved quality of life. Diabetes specialist nurses have counselling and supportive skills as well as considerable diabetes expertise and educational experience. Their advice would give prisoners greatly increased confidence in their care and they could advise prison staff on a wide variety of management-related problems. Much of the outmoded diabetes practice in British prisons is due to lack of updated information over the last 10 or 20 years and specialist nurses have a clear role here. Box 8 summarises educational recommendations.
Conclusions
The prison healthcare service works under great pressure and difficulties and is undergoing major central and local reorganisation. It is clear that providing ideal healthcare to people in custody is a daunting and complex task in view of the physical and psychological constraints of imprisonment. Doctors in the prison health service deal with a large and ever-changing population, often with mental and physical disorders, who are frequently manipulative. Local hospital specialists and junior hospital doctors in training should be aware of these problems when called upon to assist in the healthcare of prisoners as should general practitioners when prisoners are released. With close liaison between the prison and the local diabetes care team it should be possible to provide the basics of modem diabetes management. Clearly if a crime is punished by a prison sentence then the cessation ofreasonable diabetes care should not be added to the loss of liberty, as this is a denial of basic human rights. Implementation of the British Diabetic Association recommendations would not be especially costly.
The main additional expenditure would be regular (perhaps monthly) sessions from local dietitians and diabetes specialist nurses from provider NHS units. The experience from Liverpool has shown that there are great benefits from a specialist-led service in terms of improved glycaemic control and a reduced incidence of metabolic decompensation. The current prison diet may be imperfect but its regularity and lack ofalcohol undoubtedly aids diabetic control. Also, because many prisoners have had erratic lifestyles, the period of imprisonment can ensure reassessment of diabetic treatment regimens, screening for complications and healthcare education. The American Diabetes Association has described similar problems to those described here in US penal institutions."5
